Background
==========

The rate of smoking in Australia among persons aged 14 years and over was 15.1% in 2010 \[[@B1]\]. Although rates have declined among the general population, the decline has not been observed in a number of disadvantaged groups including people with mental illness. Studies have observed rates of smoking up to three times higher among those with mental illness compared to general population rates (even higher rates being observed among patients with schizophrenia), with heavier smoking and lower rates of cessation also observed \[[@B2],[@B3]\]. The highest levels of smoking have been observed in psychiatric inpatient units where rates of smoking have been estimated to be 70%, with 50% of smokers smoking heavily \[[@B4]\]. Smoking cessation is often not managed routinely and effectively within mental health settings due to limited staff training, communication difficulties and the low priority given to cessation. This is despite morbidity and mortality related to high rates of tobacco use exceeding other drug effects at a population level \[[@B5],[@B6]\].

Many mental health inpatient settings in Australia and internationally have implemented or are in the process of implementing partial or total smoking bans \[[@B7]-[@B9]\]. Smoke-free policy implementation in mental health inpatient settings comes as a result of a wider move to ban smoking in hospitals and health services to reduce risks to staff and patients from environmental tobacco smoke \[[@B8]\]. Mental health facilities have been slower than other parts of the health service to implement total bans due to concerns including anticipated increases in aggression, symptom and behaviour management and patient rights issues \[[@B8],[@B10]-[@B12]\].

Where policies have been effectively implemented in psychiatric inpatient facilities, key features include staff education and support, patient preparation, provision of nicotine replacement therapy (NRT) and an overarching strategy aimed at long term quitting incorporating evidence-based treatment and change in the smoking culture \[[@B8],[@B13],[@B14]\]. The role of staff has been identified as critical to the successful implementation of smoking bans in inpatient mental health facilities \[[@B7],[@B11],[@B15],[@B16]\]. A survey of clinical and non-clinical staff in a large NSW psychiatric hospital conducted before the implementation of a total smoking ban revealed that while most staff thought the ban would improve their work environment, help staff stop smoking and improve the physical health of patients, they perceived barriers including the fear of patient aggression and likely patient non compliance \[[@B17]\]. The perception of increased aggression is despite the growing literature on smoking bans in mental health inpatient facilities which does not provide evidence for increases in aggression or violence by patients post ban \[[@B8],[@B10],[@B18]-[@B20]\]. The loss of cigarettes as a patient management tool within psychiatric inpatient settings has been presented as another barrier to change \[[@B11],[@B12],[@B15]\]. A recent survey of Nurse Managers in Australian mental health inpatient units found approximately one third believed it was useful to smoke with patients. The same survey also found that less than one fifth had received training related to the provision of nicotine dependence treatment \[[@B21]\]. Staff knowledge and attitudes to smoke-free policy have been identified as barriers to the provision of dependence support for mental health inpatients. Staff report concerns relating to the effects and costs of NRT, the loss of smoking as a patient coping strategy and the perception that patients are too unwell to quit while hospitalised \[[@B13]\]. The smoking status of staff has also been shown to impact on support for smoke-free policies, presenting additional obstacles to policy implementation \[[@B22]-[@B24]\]. Smoking status of health care providers in mental health settings has been demonstrated to impact on attitudes to smoke-free policy, engagement in interactions related to tobacco and motivation to provide cessation support to patients \[[@B25]-[@B27]\]. Staff beliefs can significantly impact on the implementation of smoke-free policies within mental health settings, indicating a need for organisational responses to the local work environment \[[@B26],[@B27]\].

Forensic Mental Health is a specialised field, providing a pathway for forensic rehabilitation in an environment of high security. The hospital described in this paper provides specialist mental health care for individuals found not guilty of a crime by reason of mental illness or unfit to plead, those transferred from correctional or detention centres for mental health treatment and high risk civil patients. The hospital strives to provide optimum care of mentally ill patients while ensuring the safety of all patients, staff and the community

The study reported here describes the experience and attitudes of staff of the hospital, opened in 2008 in New South Wales, Australia as a totally smoke-free hospital. It is part of a larger evaluation which also includes the experience and attitudes of current and discharged patients. We report on the findings from the patient experience elsewhere \[[@B28]\]. The purpose of this paper is to describe the attitudes of staff and their experience of the total smoking ban. The differences observed between smoking and non-smoking staff will be described, along with implications for effective policy implementation.

Methods
=======

Setting and participants
------------------------

The facility, located in metropolitan Sydney NSW, provides high secure mental health inpatient care for up to 129 adult patients and a small number of adolescent patients. The hospital was opened in November 2008 as a totally non-smoking facility in compliance with New South Wales Health smoke-free workplace policy \[[@B29]\]. Under this policy, patients and staff are unable to smoke inside buildings or on the grounds of the hospital. At the time of the evaluation, there were 222 staff employed at the hospital including nursing (58%), medical (9%), allied health (10%), management (clinical and administrative) (19%) and administrative staff (6%). Hospital staff include those transferred from the adjacent correctional centre where smoking was allowed in designated outdoor smoking areas as well as newly recruited staff. Full and part time staff were eligible to participate in the evaluation. Contract staff were not included in the study. Ethics approval was obtained from the Justice Health Human Research and Ethics Committee.

Provision of smoking cessation support
--------------------------------------

Prior to admission, forensic and correctional patients are assessed in the correctional centre's health centre for nicotine dependence and offered nicotine replacement therapy (NRT) to assist them to cut down or quit. NRT offered includes patch, lozenge or inhaler. On admission, patients are assessed and withdrawal monitored.

During the evaluation period the hospital had no provisions for patients to access outside leave. Opportunities for staff to leave the hospital during working hours were limited, involving security screening on leaving and returning to the hospital.

Procedure
---------

The staff survey used a cross sectional survey design. The self report questionnaire was made available to all staff in the hospital employed by the health service. Surveys were developed based on the aims of the research and previously published work \[[@B12],[@B17]\]. A focus group and interviews were also conducted with a sample of nursing and medical staff and analysed to inform survey development. Surveys were pilot tested with health care professionals from other parts of the health service and with Clinical Nurse Consultants within the hospital who did not participate in the survey. Participants in the pilot testing were representative of staff to be included in the survey and included smokers and non smokers and staff who provide care to patients with mental illness. The survey was reviewed for appropriateness of wording, clarity of both content and instructions and to ensure items elicited intended responses. The three page survey consisted of 27 questions. The first section focused on demographic information and smoking status. The second section consisted of a series of statements and a Likert scale to ascertain staff attitudes to aspects of the smoke-free policy. All questions were tick box, but staff did have the opportunity to write comments. The surveys were distributed to staff in consultation with hospital management. Distribution methods included email, staff meeting attendance and provision of hard copies with a return envelope or a return box in staff stations.

Analysis
--------

Survey responses were analysed using IBM SPSS Statistics Version 19. The responses to the 5 point Likert scale were collapsed to 3: Strongly Agree/Agree; Unsure; Strongly Disagree/Disagree. Demographic data and responses to statements relating to the smoking policy were analysed using descriptive statistics. Pearson chi square (2-tailed) was used to detect any significant differences in responses to statements relating to smoking policy between smokers and non-smokers at the P \< 0.05 level.

Results
=======

Participants
------------

Of a total staff of 222, 111 (50%) completed the survey. Participants were most likely to be female and within the 30--39 year age bracket (Table [1](#T1){ref-type="table"}). The majority of respondents were nurses and had worked in the hospital for over two years. The gender and nominated profession of respondents reflected the distribution of staff employed at the time of the evaluation. Fifty four percent of all staff in the hospital at the time of the evaluation were female. At the time of the evaluation 58% of all staff were classified as nursing staff, 19% management (including clinical and administrative), 10% allied health, 9% medical and 5% administrative staff.

###### 

Demographic characteristics of survey respondents (n = 111)

  **Demographic details**               **Number of respondents (%)**
  ------------------------------------- -------------------------------
  Gender                                 
   Male                                 49 (44.1%)
   Female                               62 (55.9%)
  **Age**                                
   \<20 years                            1 (0.9%)
   20--29 years                         16 (14.4%)
   30--39 years                         43 (38.7%)
   40--49 years                         20 (18%)
   50--59 years                         29 (26.1%)
   \>60 years                            0
   No response                           2
  **Professional group**                 
   Management -- Administration          8 (7.2%)
   Management - Clinical                18 (16.2%)
   Nursing                              59 (53.2%)
   Medical Officer / Staff Specialist    8 (7.2%)
   Allied Health                        14 (12.6%)
   Administration                        4 (3.6%)
  **Years working at the hospital**      
   \<1 year                             17 (15.3%)
   Between 1 and 2 years                32 (28.8%)
   \>2 years                            60 (54.1%)
   No response                           2 (1.8%)

Smoking status of respondents
-----------------------------

Of the 111 survey respondents, fourteen indicated that they were current smokers (Table [2](#T2){ref-type="table"}). Of participants who indicated that they had ever smoked, 11 indicated that they had quit since commencing work at the Forensic Hospital.

###### 

Smoking characteristics of survey respondents (n = 111)

  **Smoking status**                 **Number of respondents (%)**
  ---------------------------------- -------------------------------
  **Ever smoked cigarettes**          
  Yes                                60 (54.1%)
  No                                 50 (45.0%)
  No response                         1 (0.9%)
  **If quit, when quit**              
  Prior to working in the hospital   33 (29.7%)
  Since working in the hospital      11 (9.9%)
  No Response                         4 (3.6%)
  **Currently smoking**               
  Yes                                14 (12.6%)
  No                                 46 (41.4%)
  No Response                         1 (0.9%)

Staff attitudes to smoke-free policy
------------------------------------

Staff overwhelmingly responded that they preferred to work in a totally smoke-free environment (Table [3](#T3){ref-type="table"}). Staff who smoked were significantly less likely to prefer to work in a smoke-free environment, compared to non-smokers. More than twice as many smokers as non-smokers had concerns about working in a smoke-free environment before working at the hospital, but this difference was not statistically significant. One third of respondents felt that patients should not be forced to stop smoking; this was significantly higher among smoking staff. Staff who smoked were significantly less likely to report that providing nicotine dependence treatment to patients was as important as their other roles in the unit. Over half of the respondents reported that nicotine withdrawal is a significant issue for most patients in the hospital. There were no significant differences between smoking and non-smoking staff regarding their confidence in providing advice and treatment to smokers to help them cope with not smoking.

###### 

Survey respondents' attitudes to the smoke-free policy -- percentage agreement for non-smokers and smokers

  **Statement**                                                                                                      **% Agreement (Strongly Agree/Agree)**                 
  ------------------------------------------------------------------------------------------------------------------ ---------------------------------------- ------ ------ ------------------------------------
  I prefer to work in a smoke-free environment                                                                       88.1                                     94.6   38.5   χ^2^ = 34.09; df = 2; *P \<* 0.001
  I had concerns or worries about working in totally smoke-free environment before commencing work in the hospital   18.9                                     15.0   38.5   χ^2^ = 4.52; df = 2; *P* = 0.104
  Mental health inpatients should not be forced to stop smoking                                                      34.0                                     29.5   64.3   χ^2^ = 13.13; df = 2; *P* = 0.001
  Providing nicotine dependence treatment to patients is as important as other roles in the unit                     80.0                                     83.5   57.1   χ^2^ = 6.31; df = 2; *P* = 0.043
  I am confident in my ability to provide advice and treatment to smokers to help them cope with not smoking         66.0                                     65.9   69.2   χ^2^ = 1.37; df = 2; *P* = 0.504
  Nicotine withdrawal is a significant issue for most patients in the hospital                                       57.0                                     58.2   57.1   χ^2^ = 5.28; df = 2; *P* = 0.071

Staff experience of policy implementation and impact
----------------------------------------------------

Just over a third of respondents indicated that they believed most patients were prepared for smoking cessation prior to their admission to the smoke-free hospital (Table [4](#T4){ref-type="table"}). While over half of all staff believed patient care was easier, this was lower in smokers than non-smokers. Smokers were also more likely to agree that patients were more aggressive and more difficult to manage under the policy, although the overall agreement with this statement was low. Staff who smoked were more pessimistic about the likelihood that patients would succeed at smoking cessation in the long-term compared to non-smoking staff, although this difference was not significant. Staff overwhelmingly agreed that the smoke-free environment had a positive effect on patients' health, although smokers were less likely to agree than non-smokers. Most respondents agreed that the policy had a positive impact on their own health, but this was significantly lower in smokers compared to non-smokers.

###### 

Respondents' views on policy implementation and impact -- percentage agreement for non-smokers and smokers

  **Statement**                                                                                   **% Agreement (Strongly Agree/Agree)**                 
  ----------------------------------------------------------------------------------------------- ---------------------------------------- ------ ------ ----------------------------------
  Most patients have been prepared for smoking cessation before they arrive at the hospital       38.1                                     40.4   28.6   χ^2^ = 3.84; df = 2; *P* = 0.146
  Being in a totally smoke-free environment makes patient care easier                             57.0                                     63.7   21.4   χ^2^ = 9.36; df = 2; *P* = 0.009
  The smoke-free policy has made patient behaviour more difficult to manage                       23.8                                     22.2   30.8   χ^2^ = 4.96; df = 2; *P* = 0.084
  Mental health patients who are not allowed to smoke become more aggressive and hard to manage   19.8                                     16.5   38.5   χ^2^ = 8.29; df = 2; *P* = 0.016
  Mental health patients who smoke are unlikely to ever quit long term                            40.6                                     37.4   61.5   χ^2^ = 2.79; df = 2; *P* = 0.247
  Living in the smoke-free hospital has had a positive effect on the health of patients.          85.5                                     88.6   61.5   χ^2^ = 6.87; df = 2; *P* = 0.032
  Working in a smoke-free environment has had a positive impact on my health                      79.0                                     86.8   23.1   χ^2^ = 29.37; df = 2; p \< 0.001

Support for staff who smoke
---------------------------

Just over half of all staff believed that it was difficult for staff who smoke to adhere to the hospital's smoke-free policy (Table [5](#T5){ref-type="table"}); there was no significant difference between smokers and non-smokers. About a third of respondents believed that staff who smoke receive adequate support from hospital management, with fewer smoking staff than non-smoking staff agreeing with the statement.

###### 

Respondents' views on experience of policy for smoking staff -- percentage agreement for non-smokers and smokers

  **Statement**                                                                                                      **% Agreement (Strongly Agree/Agree)**                 
  ------------------------------------------------------------------------------------------------------------------ ---------------------------------------- ------ ------ -----------------------------------
  It is difficult for staff who smoke to adhere to the hospital's smoke-free policy.                                 56.7                                     56.2   69.2   χ^2^ = 2.08; df = 2; *P* = 0.353
  Staff who smoke receive adequate support from the hospital to enable them to work in the smoke-free environment.   35.0                                     37.5   15.4   χ^2^ = 11.97; df = 2; *P* = 0.003

Discussion
==========

The research reported here highlights the value mental health professionals place on working in a smoke-free environment, as well as confirming that most staff do not experience negative outcomes in terms of patient care or behaviour. The smoking rate among staff was slightly lower than the Australian rate of 15.1% for adults over 14 years of age \[[@B1]\], and the rate described for mental health inpatient staff reported in similar studies \[[@B17],[@B28]-[@B30]\]. Among staff who had quit, a small number had quit since commencing work at the smoke-free facility. Implementation of smoke-free workplace policies have demonstrated reductions in staff smoking rates particularly when they incorporate a comprehensive approach including staff education and support \[[@B31]\]. The results observed in this study may reflect this reduction, although there may also be an effect of self selection among staff applying to work at the smoke-free hospital, resulting in smaller numbers of smokers. Restricting smoking among staff and treatment of nicotine dependence are important aspects of effective policy implementation \[[@B32]\]. Tobacco use by staff can act as a barrier to implementing smoke-free policies and supporting patients to quit \[[@B5],[@B26],[@B27]\]. A totally smoke-free workplace provides additional incentives to quit by limiting opportunities to smoke and creating a non-smoking culture within the setting.

Only one third of staff felt that smoking staff received adequate support from the hospital. This response came from both smokers and non-smokers, but was significantly lower among staff who smoked. Bloor et al. \[[@B31]\] evaluated the impact of a non-smoking policy on the smoking behaviour of mental health nurses and their attitudes to smoking bans. While nurses accepted the necessity of smoking bans, they felt that there was insufficient support provided for staff to quit smoking. Acknowledgement by hospital management of the significance of tobacco addiction, provision of accessible treatment and therapy options for smokers \[[@B33]\], and clear communication around the smoking policy from the time of employment are important aspects of effective policy implementation.

Consistent with other studies, staff who smoked were less likely to respond positively to working in a smoke-free environment \[[@B12],[@B19],[@B23],[@B27],[@B31],[@B34],[@B35]\]. Relatively small numbers of staff were concerned about working in the smoke-free hospital before they commenced their employment. This was however higher in smokers and may be due to concerns about restrictions to their own smoking as well as perceptions of potentially increased patient aggression and loss of smoking as a management tool; views also held more strongly by staff who smoked in other studies \[[@B12],[@B19],[@B30]\]. Most staff felt that providing nicotine dependence treatment was as important as other roles in the unit, but fewer felt confident to do so. Policies should ensure provision of training and ongoing support for staff in the management of patient withdrawal and smoking cessation, within a comprehensive approach that also acknowledges and responds to staff smoking behaviour \[[@B6],[@B16],[@B32]\]. Acknowledging the impact of personal beliefs and knowledge on provision of smoking cessation support to patients is an important component of policy implementation \[[@B27]\]. Providing accessible cessation support to staff who smoke, and education related smoking and smoking cessation for all staff, may contribute to a culture that promotes health and enables staff to carry out their role within a smoke-free environment \[[@B26]\].

Just over one third of respondents believed that patients should not be forced to stop smoking, with significantly higher rates among smokers. The question of patient rights has been raised consistently as one of the barriers to implementing smoking bans in mental health inpatient facilities, along with the argument that smoking is used as self medication and that quitting will interfere with recovery \[[@B10],[@B14],[@B36]\]. While staff in mental health facilities have concerns related to rights, concerns are also held about tobacco's highly addictive nature and it's severe health consequences, from which disproportionately high numbers of patients with mental illness will die \[[@B10],[@B37]\]. Prochaska \[[@B14]\] describes the perceived importance of tobacco in self medication and recovery as examples of "prevailing myths" about smoking and mental illness which are not supported by evidence \[[@B14],[@B32]\]. Allowing patients to smoke during limited breaks, as a response to the issue of patient rights, adds to the regularity and persistence of nicotine withdrawal, undermines the treatment of substance abuse, and fails to provide patients with the opportunity to experience a smoke-free environment and life without smoking \[[@B10],[@B32]\]. In their analysis of perceptions held by health care providers in the community mental health system, Johnson et al. \[[@B26]\] describe the discourses of tobacco as "therapeutic" and "an individual choice" as barriers to changing culture and practice in mental health care settings. Understanding the beliefs, culture and work environment of individual mental health care settings is an important component of policy implementation \[[@B26]\]. Ongoing education that challenges beliefs based on misinformation and reflects the local context may enhance staff engagement with policy implementation.

Over half of the survey respondents believed that the smoke-free environment made patient care easier. Moss et al. \[[@B10]\] describe the time spent by staff distributing and collecting cigarettes and lighting materials before and after each smoking break and supervising patients during the break as a negative outcome of allowing smoking in an inpatient facility. Implementation of a total smoking ban can save staff time, as provision of NRT, counseling and supporting patients takes less time than that required to supervise smoking \[[@B32],[@B36]\]. Relatively small numbers of staff believed that patient behaviour had become more difficult to manage or that patients had become more aggressive. Published evaluations of smoke-free policies do not support an increase in violence and aggression following the implementation of smoking bans in mental health inpatient facilities \[[@B8],[@B19],[@B20],[@B36],[@B38]\]. In the small number of cases where there have been issues associated with patient aggression, reports suggest these could have been avoided with appropriate planning, and patient and staff preparation and training \[[@B33],[@B38],[@B39]\]. A total ban rather than a partial ban is more likely to be effective, providing consistency and avoiding the negative consequences of persistent nicotine withdrawal, management of smoking issues, fire risk and continued exposure to environmental tobacco smoke \[[@B4],[@B10]\]. Consistent with the literature, smokers in this study were less likely to find patient care easier under a ban and were more likely to feel that there were problems with patient aggression \[[@B34],[@B37]\]. As described in the literature, some staff in mental health facilities still feel that they can build rapport and develop a therapeutic relationship by smoking with patients \[[@B10],[@B15]\]. While this is not a widely held view, it reflects a smoking culture that persists among some staff in mental health facilities. Alternative strategies to assess risk, manage, communicate and negotiate with patients should continue to be actively presented as more therapeutic options for staff.

The widely held perception that the smoke-free environment had a positive effect on staff and patient health provides additional support for smoke-free environments in mental health inpatient facilities. Smoking staff were less likely to agree that there had been positive health benefits, particularly in relation to their own health. Given the perceived lack of support, staff who smoke are unlikely to feel their health has improved as stress related to limitations placed on their smoking behaviour increases. Acknowledgement by management of the issues for smokers and the provision of appropriate support are aspects of policy implementation that may enhance engagement of staff who smoke.

Just under half of the survey respondents felt that mental health inpatients were unlikely to quit long term, with smoking staff significantly more pessimistic than non-smoking staff. Many people with mental illness do however want to quit and have been shown to have fairly high quit rates \[[@B2],[@B4],[@B14],[@B28],[@B32]\]. The impact of short term stays in non-smoking inpatient facilities on quitting is low, with the majority of patients returning to smoking on discharge \[[@B38],[@B40]\]. In our follow-up (average 305 days post discharge) of a small sample of patients discharged to other mental health facilities where smoking was possible off site, 7 (58%) had remained non smokers \[[@B26]\]. The sample was small and the results are a likely reflection of relatively long inpatient stays experienced by the respondents. The results do however reflect the potential for long term cessation among people with severe mental illness \[[@B13],[@B14],[@B32]\]. People with a mental illness are likely to need additional support to quit long term, although paradoxically, they tend to be offered less support by health care providers \[[@B6],[@B13],[@B22]\]. Ensuring staff have the motivation, training and resources to provide information, support and access to NRT while residing in, and on discharge from, the mental health facility will be critical to long term smoking cessation by patients.

This study has a number of limitations. The return rate for the staff survey was 50% which is lower than rates reported elsewhere \[[@B17],[@B31],[@B34]\]. Staff were encouraged using different strategies over a number of weeks to complete and return the survey; the moderate return rate may indicate that the issue of smoking within the hospital is not a priority for many staff. While information on the demographics of those who did not return the survey was not available, gender and professional groupings represented by survey respondents reflected the distribution within the hospital. It is possible that non smokers may have been more likely to respond to the survey resulting in a relatively low smoking rate among staff. However given the responses of smokers to survey questions, it is likely that both smokers and non smokers felt comfortable responding to the anonymous survey and used it as an opportunity to express their views. The small number of smokers within the survey population is a limitation of the statistical analysis. The results of this study do however reflect findings of similar studies of attitudes of smokers and non-smokers \[[@B23],[@B24]\]. Further, the application of these results to other mental health inpatient facilities is limited due to the unique nature of the hospital being a long stay, high secure facility. The fact that the hospital was opened as totally smoke-free facility from the outset may have influenced the make-up of the staff, with self selection of non-smoking staff on recruitment. It should be noted however that many staff (and patients) were transferred to the hospital from the correctional setting, where only partial bans applied, when the hospital opened.

Conclusions
===========

Important lessons from this research into a totally smoke-free policy in a high secure mental health inpatient facility, can be applied to other mental health inpatient settings. The total smoking ban was supported by the great majority of mental health professionals, with limited experience of negative outcomes in terms of patient care, behaviour and management reported. Attitudes were less positive among smokers, who perceived a lack of support in relation to their own smoking behaviour. The findings of this study highlight the importance of acknowledging the impact of individual knowledge, beliefs and smoking experience among staff. Effective policy implementation should include strategies to support staff who smoke as part of a comprehensive policy that also includes communication and ongoing training in patient smoking cessation management.
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